MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH :62-—009682
Rogistration District No. ____5__6_2______Primlry Registration District Nﬂﬂ_z-é---ﬂﬂoi!!ru': No. _;___________ STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED g
1. PLACE OF DE 2z 2. USUAL RESIDENCE (Where deceased lived. !f institution: Residence before
Vs 300 8 o. COUNTY Warren 8. STATE Mj ggouipy b COUNTY Warren admission)
Rev. 4/59 % b. cgg'r (If outside corporate limits, give TOWNSHIP only) Length of stay in 1B . cgv Inside Limits
R
i
g owy  Charrette Twsp. 47 years Town  Charrette Twsp Yer 3 No B
1 u<.| €, L%éP'I‘TﬂEOOF (If NOT in hospital, give location) Inside Limits d. :;REH (I cutside, give location) Reside on Farm
_LMG_ DRESS .
. ’ & NsTutiorpmiles West Marthasville |veg mem 5 miles West Marthasvilllgem v D
q 3. (l'_;AMl OF _DE)CEASID First Middle Last 4, D(»;\JE Month Day Yaar
ype or print
P Annie Mary Westhoff | °*™ March L4, 1982
5. SEX 6. COLOR OR RACE 7. Morcied I Never Married [0 8. DATE OF BIRTH | 9. AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Widowed [J . Divorced [ Maonths Days Hours Min.
5 7 Female White 3 2/25/1890 | 72
———— ] 108. USUAL QCCUPATICN (Give kind of work done | 10b. KIND OF BUSI'%SS OR INDUSTRY BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
& w during most_of working life, even if retired)
3 Housewife Own home Warren County, Mo. U. S. A.
7 0 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
ad
- Q Anton F, Sickmann Elizabeth Kruse Albert Wgst.hoff
0 vl 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCLAL SECURITY NO. 17, INFORMANT dress
9—_"' < {Yas, nmor unknown) {If yes, give war or dates of service A
- o nthony W J-e?_ﬂao—
——M % - 18. CAUSE OF DEATH (Enfer only one cause per line fq v INTERVAL BETWEEN
10 E PART |. DEATH WAS CALSED BY: J - " Z fb’ - Oyg W
e 5 g IMMEDIATE CAUSE (a) G - t
I o 7
O la /H - ¢
1] Q
12 or 3 (=] Conditions, if any, DUE TO (B) %W 5 %
0= & | 7 which gave rise to (AL ‘ X7
E d above c;use d(a],
- = stating the under-
13 c;z-— 0 L Iying cause last, DUE TO (¢}
% 5 PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the terminal PART Ill. If deceasad was female was
= disease condition given in PART | {a) there a pregnancy in |ast 90 days.
bl <
uld O Yes 0O No 0 Unknown
b 5 love [ O |
g é 19. WAS AUTQPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED, {Enter natura of injury in PART | ¢ PART 1| of item 18.)
5 @ sggan.\Eg?D a o O
4 = T . .
ra g 3| 20c. TIME OF  Houl  Month, Day, Year
% a INJURY am.
w g g p.m,
r4 g 20d. INJURY OCCURRED 205, PLACE OF INJURY {e.g., in or sbuut home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
v o \&Vg_}stﬁ{L:Vg{llsvlgRK O farm, factory, street, office bidg., etc.)
IEE | 1] | o TS an b
S o ': & ) 21. | sttended the deceased from. g/ 5 7 tn_ﬂ_ and last saw h?r; alive o
&« ; a Death occurred at —~— 7 (?ﬂ‘- 9 m on the dajé stated sbove, and to 1he best of my knowledge, from the ¢
[T¥] —
g E 8 6 22a. SIGNATUR (Degrea or title) % 22b. ADDRESS 22¢. DATE SIGNED
- ¥ > 7#( / I}'!/ZL" 8 Mﬁ%
- n = 2
z Z3s. BURIAL, CREMATION, [ £3b. DATE —— 23c. NAME OF CEMETERY OR CREMATORY 7 23d. LOCATION (City, town, or county) (State) /7
o ] REMOVAL (Specify)
Z i Burial 3/7/1962 St. Igna;t,lns_(]_em,ejexg_
= « || T7a. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. -
wi S D
= .
= «© D. F __March 6, 1950 |1~
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{Licensed Embalmer’s Statemen? on Reverse Side)
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by _., Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No h318

P. O. Address__Marthasville, Mo,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.
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